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CHAPTER I 
INTRODUCTION 
Today, there is much ooncern manifested in the problems of the 
aged and the aging. Voluntary agencies, private and public agencies, 
federal and local governmental agencies have devoted time, energy, and 
financial support to studies and programs involving problems facing 
persons over sixty-five years of age in our population • 
• 
Why is there so much interest demonstrated in the problems of 
this particular age group? What are the problems o£ the aged7 What 
specific programs are being developed in an attempt to solve some of 
these problems? 
The Senate Committee on Labor and Public Welfare established a 
subcommittee on problems of the aged and aging, which was authorized 
to undertake a comprehensive study of all questions relating to the 
aged and the aging in the United States. A survey letter was sent to 
a consultant panel of recognized authorities in the major areas of the 
field of aging asking their opinions of what problems there were and 
what recommendations they would make for solutions to these problems. 
The results were published in 1959, in a report entitled, 1~he Aged and 
1 Aging in the United States... The report outlines the priority of 
the major problems and recomendations for meeting the needs of this 
e~anding group of America's older citizens. 
1committee on Labor and Public Welfare. A Survey of Major Problems 
and Solutions in the Field of the Aged and the!ging, P. s. 
1 
In the survey letter sent to the respondents by Senator ~at 
McNamara, Subcommittee Chatrman, he states that, 
It is apparent that the problems which confront our older people 
are particular in nature. Adequate medical care, housing, and 
diet are goals sought by all our people. Yet for the majority 
of those in advanced years, these objectives have become in-
creasingly more difficult to achieve.2 
There are a number of reasons for the present active interest 
in the aged and the aging. First, there is an increase in the number 
of persons over sixty-five years of age in the population. Development& 
in medical science have resulted in an increased life expectancy, 
consequently a larger proportion of the population now live past 
the age of sixty-five. Secondly, and stemming from the first reason, 
there is an indreased need for income for a longer period after re• 
tirement age. It is becoming evident that longer life makes particular 
demands of the aged person with whi~h he may or may not be prepared 
to cope adequately. Social patterns of living are constantly changing, 
increased mobility causes reshuffling and uprooting. Automation, 
rapid transportation, changing family patterns, are all a part of today•s 
living. Increased knowledge in the behavioral sciences points up the 
stresses and strains within the individual and within society which 
effect all age groups. 
It is not possible to list all of the problems facing the aged 
and the aging, but three of the most outstanding are in the areas of 
failing health, finances, and social isolation. Physical deterioration 
2. 
is a natural accompan{~ment of age and «ffects the bulk of persona 
over sixty-five. Although- through research, length of life has been 
prolonged, incapacity due to chronic illnesses or physical disabilities 
is still rampant in the aged population. Adeqaute management of chronic 
illness is closely tied to the financial circumstances of the family. 
It must be borne in mind that although advances are being made in the 
treatment of disease, it cannot be asstimed that the entire population 
can or will avail itself of the benefits to be gained from these 
advances. 
In the area of finances, provision for subsistence of the aged 
has been eased by the enactment of the Social Security Act. However, 
income from this source has been adversely affected in the past years 
by the increase in the c~st of living which has reduced the purchasing 
power of social security payments. In cases where prolonged illness 
is involved, the cost of medical care drains the aged couple1 s 
reserve income. The older person, who is more susceptible than other 
age groups to debilitating illnesses of a prolonged nature, is caught 
in a vise. The cost of medical care rises and premiums for private 
insurance are more expensive in the advanced age bracket. He is, 
therefore, in need of prolonged medical care which he cannot afford. 
Because of his age he cannot recuperate as quickly, and thus he 
requires longer hospitalization. 
Many studies have been done to determine employment possililities 
for persons over sixty-five who are able to work, so that they need 
not retiYe at that age. Legislation has been passed increasing the 
3 
limits of income the older person can earn and still receive social 
security payments. This was done in recognition of the increased cost 
of living and also in recognition of the psychological value of work 
t~ the aged person. Job requirements in this age of specialization have 
made it necessary to determine the areas in which re-training would be 
beneficial in providing part-time or full•time opportunities for the 
older citizens in order for them to continue to participate in the 
labor force., 
The third major problem of the aged and the aging is that of social 
isolation. The feeling of "uselessness.. can be understood from a 
sociological point of view. An emphasis on individual family units as· 
against previous multi-generational living has resulted in a separation 
of one generation from the other and has given rise to atrained 
family relationships which are difficult to eradicate, particularly 
for the elderly person, whose focus of interest must now shift from 
their children to something else. If one of the elderly couple dies, 
the remaining member, if he is physically and emotionally separated 
from his children, is alone. 'Xhe feeling of "uselessness .. is then 
heightened when he is barred from the labor force. This culture places 
its main emphasis on the values of youth and independence. Therefore, 
the elder~y person's role is confused and yet to be defined. His 
position in society becomes increasingly complicated by a chronic or 
disabling illness which forces h±m to be dependent upon a family 
which is itself struggling to remain independent and therefore may 
resent th~ additional responsibility. The interaction between the 
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nece~sity for dependenGe on the one hand, and the desire for independence, 
on the other hand, further strains the already weakened familial ties 
~nd produces a situation which is intolerable to all concerned. 
are 
the 
As can be seen from the above discussion, the three major problems 
closely interwoven. Prolonged illness, financial dependence, and 
/(e.$> feeling of useles~and hopelessness are all part of one pattern. 
Not only are they factors lrilich affect illness, but they affect im• 
provement as well. It is not to be understood from the above that all 
persops over sixty-five years are in poor health or without financial 
resources,, but it should be recognized that the proportion of such 
people in the population is large and constantly increasing. The 
group is large enough to warrant the interest of responsible agencies 
in the community whose purpose it is to seek out the needs of its 
citizens and provide the services which would meet these needs. 
Suggestions for possible solutions to some of these problems 
have been legion. Private, voluntary, and public health agencies 
have contributed to these suggestions. 
The question might be raised as to why this would be a public 
health problem. The concept of public health in the community has 
been explained by Freeman and Holmes in their book, "Administration of 
Public Health Services,u in which they state that \ 
Public health may be considered as the state of well-being of the 
community. This embraces not only the additive health of the.in• 
diViduals who constitute the community, but the condition 9f those 
structures, facilities, and patterns of action that the community 
uses .to conserve its collective health.3 
'Ruth B. Freeman and Edward M. llolmes, Administration of Public 
Health Services, p. 6. 
5 
.• 
They·differeatiate between the over-all concept of public health, 
and the concepts of public health practice, and public health services. 
In speaking of practice, they state that 
Public health practice is the application of multiprofessional 
skills of community diagnoses, community organization for healh, 
and of medical, educational or environmental therapy designed to 
maintain or improve the state of well•being of the community as 
a whole.4 · 
And, in regard to services, 
Public health services are the organized programs designed to 
conserve and promote the public's health •••••• The nature and 
scope of public health services cannot be rigidly defined, as 
they will change as the needs and desires of the people, and 
with medical, social, and technical advances.5 
During its early stages, public health activities were confined 
to control of communicable diseases, but its activities have so 
broadened that its nature and scope cannot be rigidly defined. Public 
health services have three responsibilities; to promote personal and 
community health; to maintain a healthy environment; and to attack 
disease and disability.6 This includes any and all areas w~ch 
contribute to .the lack of social health and not mer.ely to the control 
of disease. 
In tb.e area of problems of the aged and the aging, public health 
authorities have recognized thei~ responsibility to this segment of 
the population. In accordance with the three fold purpose, state 
public health departments have initiat.ed and c&ntributed to programs 
to help alieviate some of the pressing problems of the aged. One such 
4Ibid. 
5Ibid. p. 7. 
6Ibid. 
6 
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attempt is the contribution to the ·development of home care programs. 
A description of the establishment, functioning, and problems of two 
home care programs in the State of ~sachusetts is the subject of 
this thesis. Three programs were started as demonstration projects 
at the same time: one each in Cambridge, Newton, and Pittsfield. 
This thesis will concentrate on the ones in Cambridge and Newton. 
The value of home care programs is based on the belief that 
through coordination of existing facilities lrl.thin the community, 
the care of certain patients, particularly the aged and those with 
. 
prolonged ~llnesses, can be accomplished as we'l in the home as in 
. I 
the hospital. The ~dvantages of such a plan would be; to release 
needed hospital beds for patients with acute illnesses whose.treatment 
requires hospital facilities; to return patient;s to the. home and 
familiar surroundings which might aid in their recovery; to reduce the 
costs to the patient of extended hospital stay; to appropriately use 
existing community facilities which could contribute to the care of 
the homebound patient; and to determine the gaps in services.which 
exist in· the community. Coordination of community resources is, 
therefore, the pivot for the proper functioning of a community-based 
home care program.. 
-The concept of care in the home is not new. At the time of the 
establishment of these ~qo programs, ho.spital•based home care programs 
were in operation in five Bostonho.spitals.Visiting Nurse Association 
based home care programs were in existence also. However, with the 
inception of these programs in Cambridge and Newton, the shift from 
7 
hospital-based or VNA•based to community-based home care programs 
was introduced in Massachusetts. ~t was felt t~at a community~ 
based program would be more comprehensive in nature than one originating 
either in a.hospital of a Visiting Nurse Association. 
In a community-based home care program~ the services provided 
to the patient are centrally coordinated by a team whichAeuiiews all 
referred patients, evaluates the needs~ and develops a comprehensive 
plan for their care. The team operat~s around a basic core of the 
doctor-patient relationship; without these two, the additional services 
would not be needed. Later, the team follmfs up the patient•s progress 
at home. and.makes the necessary changes in the care of the patient. 
unowledge of community resources and knowledge of professional dis-
ciplines are imperative for members of the coordinating team. 
It is interesting and important to note that ~fithin the two 
programs under discussion there is a difference in what constitutes 
home care. In Newton, two or more services must be required by the 
homebound patient, whereas in Cambridge if only one service is re-
quired by the homebound patient~ it is referred to as home care. It 
is also important to distinguish between home care and homemaking 
services. Although homemaking services may be given as a part of 
home care~ they are primarily used t•·crisis situations and for 
short periods of time. Organized home.care programs coordinate many 
services for use by persons who, of necessity, have to remain at home. 
Home care programs are not intended .to be substitutes for institutionalize 
medical care, but to be efforts to supplement care through mobilization 
L 
and use of existing community resources. 
This study·will cover the first si~ months of operation of the 
Cambridge and Newton projects~ the period from April .through October, 
1960. The programs in both Newoon and Cambridge are.community-
based programs. However, the Newton project is community-based 
within one agency .. the Board of Health -whereas the Cambrdge project 
is sponsored by many agencies, is physically housed at the Cambridge 
Community Services, while its funds are administered through the 
Cambridge Health Department and other agencies. It is the belief of 
the writers that even though the purpose for Which the two projects 
were established was similar, because of the structure of the com• 
munities, the expressed needs of the citizens, and the methods of 
setting up the programs, the projects took different directions to 
attain the same goals, and the future trends for ·each project will 
differ widely. 
The material for. the thesis was gathered through individual 
· interviews with members of the .coorclinating team of each project,. 
attendance at staff meetings, conferences with the entire staff, 
lectures, attendance at community meetings, the use of agency progress 
reports, agency files, and newspapers, articles, and books. Agency 
patient files were used for Chapter v~ ~~ich is a description of 
the characteristics of the clientele in each agency. 
The conchsions in Chapter VI are those of the writers and do not 
necessarily reflect the thinking of members of the coordinating teams 
of either program. 
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CHAPTER :CI 
SURVEY OF CAMBRIDGE AND NEWTON COMMUNITIES 
Description of the Cambridge Community 
Cambridge is divided into t~-10 cities :~hlhe University City, or 
Rome of the Literatit and the Industrial, or Unknown City. In the 
1937 edition of "Massachusetts: A Guide to Its P'lace.s and People 11 l! 
the following description is given of the two cities of Cambridge: 
The University City •• ten thousand people within the walls of 
Harvard dormitories and Harvard Yard is a hive of learning 
vaster than any Tibetan monestary. The University City houses 
a thougand Radcliffe students in beautiful georgian holonial 
brick buildings. The University City may claim the Massachusetts 
Institute of Technology (1861), the leading technical institute 
in the United States, and one of the foremost in the world, with 
2600 men and women students. 
This Cambridge is famous. The story of its historic shrinef, 
its illustrious ,authors and poets, its learned scholars and 
acientists, has been told and retold. But the story of Cam-
bridge, the Unknown City, has seldom been told. 
Yet this is a very real Cambridge. One hundred and fifty 
thousand people throng its streets, stores, and crowded sub• 
way stations. Five hundred distributing and manufacturing 
plants pour out a score of nationally known products. The 
streets of its mercantile section are lined with banks, motion 
picture theaters, department stores, and more than one thousand 
Slllall retail stores ••••• 
This Unknown City is the second in Massachusetts in the value 
of goods manufactured; it is the third in all New England, out• 
ranked only by Boston and Provi4ence. Huge factories pour forth 
goods including candy, bread, and soap, into the great stream 
of American cOlDIIlerce and industry.. Within its confines over 
a hundred thousand workers dwell. 
Here it lies, crowded in between and around two great universities; 
a city of workers, most of whose thousands never dream of going 
to college, many of whom never even completed high school, yet 
a city no less real than its other intellectual self, with no 
100 
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less lufty a heritage and no less potent and problematic a 
future. · 
While the figures in the above description have changed in the past 
23 years, Cambridge is still divided into two cities. This division 
can best be understood from a knowledge of tts history. 
In 1630, a group of men established themselves on a slight ele-
vation (now Harvard Square) outside the town of Boston, and 
named it Newtowne. The name was changed to Cambridge in 1638 
in honor of the University town in England, from which many of 
the colonists came. The General Court passed a resolution in 
1636 appropriating funds for the establishment of a college 
and picked the town of Cambridge as its location. The college 
was named Harvard in 1639 in memory of John Harvard~ a young 
dissenting minister who lived in Charlestown and who bequeataed 
one-hal£ of his estate and all of his library to the college 
prior to his death in 1638. The town became famous as abe home 
of this great university and later other schools and colleges~ 
a among themltR.adcliffe College~ a school for women~ and the 
Massachusetts Institute of Technology~ one of the finest en-
gineering schools in the world, were established here. 
Industrial development of the twon was very slow. Up to 
1846, the year of its incorpotation as a city, the town had 
no factories other than the New England Glass Works~ a couple 
of soap factories, some small brick yards and the first printing 
press in 1639 set up by Stephen Daye. ~e first books printed 
in America came from this press. The building of railroads 
changed the character of the city. Although still famous as 
a University City, Cambridge is also an Industrial City. The 
~irst ladder factory was established here. Cambridge ilso 
claims the first galvanized iron pipe, piano keys, reversible 
collars, waterproof hats, and mechanical egg beaters. Cam• 
bridge shows exceptional diJersity in the nature of products 
manufactured in its plants. 
According to the ''Town and City Monograph: Cambridge," 
issued by the Massachusetts Depart~nt of Commerce: 
£Federal Writers• Project of the Works Progress Administration. 
Massachusetts: A Guide to Its Places and People ~·rp. :1fft4. 
~ssachusetts Department of Commerce. Town and City Monographs: 
# 57a City of cambridge, P• 4 
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Cambridge with a population of 120,740 in 1950, was the 86th 
largest city in the United States and the 4th largest in Massa-
chusetts. The median age of 30.0 years for the people of Cam• 
bridge is much lower than the median age of 32.8 years for both 
the Boston metropolitan area and the State. The median number 
of school years completed by persons 25 years old and over was 11.5 
w~l~islslightly less than 11.9, the median number of years 
completed in the Boston metropolitan area. Of the foreign-born 
people in Cambridge, those of Canadian•not•Fren~, Irish and 
Italian origin were in the majority. The professional, managerial, 
clerical and sales, or so-called "white .. collartt workers, represented 
about 47% of the major occupation groups while craftsmen, fore-
men and operatives accounted.for about 33% of the workers. The 
median income for families and unrelated individuals was $2,457 
as compared to the median of $3,042 for the metropolitan area.3 
During the decade of 1945•1955, the population of Cambridge de• 
creased by 12, 166, or 10.9%. There was an excess of births over 
deaths of 13, 771. During the same period there was a net out• migration 
of 25,937 persons. The 1955 State Census reports that in January of 
that year, the total population of Cambridge was 98,958 persons of 
which •6,119 were males and 52,839 were females. The following 
table shows the breakdown of the population by age in 1955: 
? ·., TABLE 1 
AGE COMPOSrJ:ION 
~eJ'._ Male Female Total Percent 
Total 
Under 5 4,442 4,164 8,606 8.7 
5-14 6,943 6,832 13,775 13.9 
15-19· 2,664 2,723 5,387 5.4 
20-64 27,682 32,943 60,625 . 61,3 
65&up 4,388 6,177 10,565 10.7 
Total 46,119 52,839 98,958 100.0 
j Ibid. p.6. 
-
of 
12 
The nativity of the residents of Cambridge as of 1950 include: 
78.4% native-born white, 16.9% foreign~born white, 4.3% Negro, and.4% 
other. 0£ the foreign-born white persons in Cambrdige, 25.2% were 
of Canadian-not•French origin, 16.6% Irish, 12.3% Italian, 4.6% French 
Canadian and 4.2% English.4 
Of the persons 14 years old and over in Cambridge in 1950, 51.8% 
were in the civilian labor force. Of these, 61.9% were male and 
38.l%were female. About 5.9% of the civilian labor force was un• 
employed which is slightly higher than 5v7% for the metropolitan area 
and slightly less than 5.8% for the State. Twenty-one percent of the 
workers were operatives, 18.9% clerical, 15.5% in professional, 
technical and kindred fields, 12.3%were foremen and the r~inder 
were divided among managers, private household workers, service 
workers and laborers.5 
The service·agencies which exist are plentiful. They range 
from age centers to a Harvard Wives Service, and include a range 
from family agencies, Veteran's Services, The Visting Nurse Asso-
ciation, and others. It can safely be said that every agency es• 
tablished in the Boston Metropolitan area is represented in Cambridge. 
Cambridge can therefore be described as an urban community 
which is very mobile. The high percentage of students coming into 
and leaving Cambridge can account for this. For the University City 
there is a constant feeling of flux. In the Industrial City, there 
is smae stability of population. In recent years manufacturing has 
4Ibid. p.4. 
5tbid. p.5. 
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declined but it is being replaced gradually by electronic firms~ many 
o~ich specialize in _research and in such activities which are closely 
connected with the universities. Certain areas of Cambridge have been 
referred to as uResearch Rows.n 
Description of the Newton Community 
Newton is principally characterized as a suburban~ residential, 
community. However,its industries, especially electronics, play an 
important part in the economy of the city. In 1958, 1586 firms 
reported an income of over 85 million dollars. This accounts for 
85% of those employed within the city. Newton is an incorporated 
~ity of 85,535 according to the 1955 census figures. Between 1950 
and 1955 the population increased by 5,000; a smilar growth rate 
between 1955 and 1960 would make the estimated population 91,000. 
The population density is 4,834 persons per square mile. 
Withi~ this population there are several significant factors 
which may influence the type of clientele which have been served 
by the Newton Home Care Program. First~. in terms of age composition, 
the following chart: 
TABLE 2 
AGE COMPOSITION 
Age . Male Female Total ·percent of 
Total 
Under 5 3,998_ 3,707 7,705 8.9 
5 - 14 1~355 7,173 14,528 16.8 
15-19 2,.654 2,524 5,178 6.0 
15 & up 29,471 34,831 64,302 74.3 
20 & up 2~,817 32,307 59,124 68.3 
65 & up 3,342 5,486 8,828 10.2 
14 
The median age for the community is 34.1 years. Secondly, the ed• 
ucational level in this community is qite high. Seventy percent of 
the population has a minimum of high school education with the median 
being 12.6 years, The median income is $3,848. However, nearly 42% 
of the population has an income of over $4,500 per year. This reflects 
the pattern of occupations represented, as 38% of Newton*s residents 
were in either professional or managerial positions.6 
In obtaining an historical viewpoint for this city, the 
following paragraph is useful. 
Newton was first permanently settled in 1639 and incorporated 
as a city in 1873. As soon as farming became established and 
roads were laid out, mills to grind corn and saw lumber were 
~ constructed. Newton's industrial development had its start 
at Newton Upper and Lower Falls. Iron works were established 
in 1703 and one of the first paper mills in the country was 
erected in 1791 at the Lower Falls. In Newton's early days, 
farming was a principle eccupation· and friendly lndians 
helped introduce the settle~s to such new crops as potatoes, 
ma.ize, squash, pumpkins and beans. Some of the settlers 
built looms or forges or engaged in fishing. Newton Upper 
Falls and Newton Lower Falls became busy industrial centers 
in the 19th century, with two year-round hotels, many stores, 
and on the Needham side of the river, a cotton mill with 
three thousand spindles. At present, there are very few of 
these old industires extant. An electronic tube manufacturi~ 
firm carries on its activities in an old knitting mill. In 
the past Newton boasted of machine shops, paper, woolen, 
knitting, and fueling mills and thread shops. It has always 
been a center of prosperity and though a city of large pro~ 
portions, has maintained its rural character. Its seven 
hills and many villages provide many of the finest residential 
areas in the metropolitan area. jmong the 231 cities in the 
United States with populations over 50,000, Newton ranked fourth in 
family income in 1949.7 
1\iassachusetts Department of Commerce. Town and City Monographs; 
# 76 1 City of Newton, p. 2, 4. 
7Ibid., P• 4. 
The city is governed by an elected mayor and a board of aldermen. 
Within the governmental structure are the~ usual city diVisions in• 
cluding the department of health whose services include nursing, 
sanitation, home care, and shcool health and dental program~~ 
Newton is a city with no paucity of social agencies. The list 
includes all of the scouting groups, neighborhood centers, a general 
hospital, a rehabilitation center for the blind, and branCh offices 
of the Red Cross, Family Service Association, Alcoholics An~nymous, 
the Salvation Army, and the Visiting Nurse Association. 'nl.ere is also 
a home for crippled children, a T.B. and Health Association, as well 
as Veteran's and Welfare services. The overall coordinating unit 
for the private agencies in the Newton Community Council. The 
Communi.ty Chest, which supports many of these agencies, receives its 
funds from the· United Community Services.of Boston and is thus a 
par.t of the Greater Boston United Fund. 
Comparison of the Newton and Cambridge Communities 
In describing the cities·under consideration here, two character-
istics become evident immdiately. First; that cambridge is a di• 
vided city whereas Newton is relatively homogeneous, and secondly, 
that Cambridge is urban in nature and Newton is suburban. Al. though 
the population is esttmted to be about equal at present, Newton is in~ 
creasing and Cambridge is decreasi~g in numbers. ln Newton the average 
age is slightly older than that of Cambridge residents and this. 
along with the higher educational level may account for the median 
iicome which is $1300 higher than Cambridge and $800 higher than the 
16· 
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metropolitan area in which both cities are located. In both com• 
munities similar types and numbers of service agencies exist to meet 
the needs of their citizens. 
From these facts it may be concluded that while the demographic 
differences of the two cities are marked; the needs expressed in the 
support of agencies is similar. Therefore, it may be surmised that 
the need for a new program, one to handle the problems of chronic 
illness and aging, would be. the same in both cities. About 10% of 
the population in both communities is over 65 years of age. Despite 
the similarities, it may be expected that the operation of each 
program and the planning for them would be influenced by the differences. 
( 
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CHAPTER III 
ESTABLISHMENT OF THE PROJECTS 
Pre-planning and evaluation of need for Cambridge AdVisory Service 
in 1958~ the General Court made available a small approp• 
riation of State funds, which the ?ommissioner of Health in Cambridge 
could use in setting up a home care program as _a demonstration pro• 
ject. In November, 1959, a .. Proposed Rome Care Program." for Cambridge 
was submitted by the Commissioner of the Cambridge Health Department 
describing the function of the program as including three serVices: 
a home care program, counseling services for the aging, and community 
rehabilitation services. The pre-planning for the establishment of 
this program consisted of the following: At the request of the Cambridge 
City Hospital and the Commissioner of the Cambridge Health Department, 
the health and hospital division of the Cambridge Community Services 
appointed a committee to study the possibility of inaugurating a 
community-based home care program. the Cambridge Community Services 
is equivalent to the Community Council in Newton. Membership con-
sisted of representatives of locl medical societies, the three major 
hospitals - Cambridge City, Mt • .lwburn, and Holy Ghost - and other 
pertinent voluntary and official agencies. 
The committee first studied existing home care programs in 
various communities in the United States with.particular emphasis on 
the five Boston programs, which are all hospital-based. Persons 
from two of these programs, the Boston Dispensary and the Beth 
Israel, met ~~th the committee and discussed their services. 
18 
l 
The committee sponsored a study of long-stay patients in the 
Cambridge City and Mt. Auburn hospitals. This study was conducted 
in the Spring of 1959, by three master's degree candidates from the 
Simmons College School of Nursing. The study showed that a number 
of patients at both hospitals, particularly" at the City Hospital 
were staying for periods exceeding 15 days. It was not possible 
from the data gathered to determine what proportion of these patients 
might have had a shorter hospital stay if home "care facilities were 
provided. However, the study did point out the lack of knowledge 
about organized and integrated home care services among the physicians 
and hospital nurses. 
Following this phase, a subcommittee was appointed to draft a 
plan for a beginning program which would be inaugurated in 1959• 
1960. A tentative proposal was prepared and discussed with the 
entire committee.as well as with the chiefs of staff at the two 
general hospitals. At the suggestion of the latter group, a small 
group of physicians on the attending staffs of both hospitals were 
invited to meet with the subcommittee in order to discuss the 
feasibility of this proposed plan. 
The proposed plan included a description of the tentative pro-
posal for the home care program in Cambridge in the following way: 
Home care 
The service would start on a small scale and would involve at 
the beginning primarily private patients from one or another of the 
II 
two general hospitals. The patient's attending physician would pre• 
scribe the va.riaus elements of the services necessary for the patient 
at home and would direct tae medical care of his patient~ This 
"prescription" would be transmitted to a coordinator who would then make 
arrangements with the various agencies and resources in order to bring 
different, necessary services into play for the patient in his home. 
It is anticipated that there will be, through the coordinator, a 
system whereby information will flow back and forth to the physician. 
There would be regular case conferences to determine what subsequent 
services might be needed. 
Later it will be possible to consider incorporating welfare 
patients and service cases in the hospitals within the, home care 
program. In addition to the physicians and local hospitals, other 
resources in the community will be involved. Each of the general 
hospitals will designate one of their employees to act as the local 
representative to the coordinator of the home care program so that 
the physician may communicate directly with someome at his own hospital 
where the patient is hospitalized. This person will then convey the 
pertinent information to the coordinator. In addition, each hospital 
would designate a house officer, preferably one at the senior level, 
who could be available when the attending physician could not be 
reached so thafr emergency care might be provided. Also it will, of 
course, be necessary for the hospitals to have available a hospital 
bed for patients on home care. 
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It is belieyed ~hat the coordinator should be a public health 
nurse centrally located either in the Cambridge Health Department or 
probably in the Visiting Nurse Association, with clerical and statis• 
tical assistance as well as the usual office equipment. 
Counseling Services . for the ,Aging 
The counseling service would. be under the auspices of the 
Cambridge Health Departaent, which would have its location in the 
Health Unit of the.department located at the Fitzgerald School. 
'.the City of Cambridge established by ordinance, .. a local council on 
a&,S.ing_ consisting of representatives of a number of the city depart-
ments, as well as the liaison person with the State Council on Aging 
and the Cambridge Community Services. This council became one of 
the sponsoring agencies of the Cambridge Advisory Service. The 
service would meet on a regualar basis. Clients~ either the older 
person. er a family llte1I18e~j .. would be seen on an appointment basis. 
It is believed that there would be a number of self-referrals as well 
as referrals from the Senior Citizens Clubs, social and church 
groups, the welfare department, industry, and many other sources. 
It is understood that this service would not overlap nor take the 
place of any existing service in the community but would rather 
serve to direct the older person, if indicated, to the proper sources 
of assistance. 
The professional team present at the sessions ~~uld consist of a 
physician, public health nurse, a caseworker, a representative of 
the welfare department, a recreation counselor, a nutritionist, and 
a rehabilitation counselor. ¢lients would have had a home visit . 
prior to the appointment so . that pertinent family and environmental 
data w~ld have been obtained.. In addition the client, at the time of 
the appointment, would be interviewed by a skilled intake person and 
would then be referred to one or more of the professional staff at 
the service depending upon the particular questions and problems 
raised. Referrals to various community resources would be made when 
the client~' needs were determined. The counseling service would take 
the responsibility for follow-up. 
The professional personnel for this service would come from 
agencies in the community, such as the Health Department, the 
Visiting Nurse Association, the Welfare Department, the Family 
Society• the Recreation Department, the Rehabilitation Service, 
(Cambridge T.B. and Health). Additional staff that should be. 
supplied.for this counseling service would be a half•ttme intake 
person who should be a skilled caseworker and preferably some one 
interested in the study and planning phases of the program. 
Community Rehabilitation Services 
The Cambridge T.B. and Health Association for the past several 
years has employed a rehabilitation counselor whom they have shared 
with the Cambridge Health Department particularly in eeference to 
patients hospitalized with tuberculosis at the Cambridge Sanitorium. 
It was deemed advisable to expand this program. 
A.committee consisting of representatives from the Cambridge 
Community Services, the T.B .. and Health Association and the Health 
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Department. was formed for the purpose of developing a community re• 
habilitation service. The plan that ememged was to expand on-going 
services. Particulali emphasis would be placed on intensified case . 
finding using the physical facilities of the rehabilitation unit of the 
Holy Ghost Hospital as the center of a community rehabilitation pro-
gram. Other agencies in the community would also be involved. 
The staff of this program would consist of an over-all coordinator, 
a. full - time public health nur.se with major responsibility for the 
home care activities, a half-time case worker for the services for 
the ag .~ing and a fill.l•time rehabilitation counselor for the community 
- . ··- .·-
rehabilitation program. (It was planned that the professional staff 
would participate inaall activities of the unit and that there would 
be many interrelated activities.) In addition to the staff listed 
above, auxiliary professional personnel services would come from the 
Cambridge Health Department staff as well as the staffs of other 
official and voluntary agencies. 
Budget 
The financial backing for both the Newton and Cambridge pro• 
grams came from a grant of $25,000 which.had been appropriated by 
the legislature for the establishment of geriatrics clinics by .the 
Department of Public Health. This grant had never been used and it 
was consequently available for this purpose. A request was made by. 
Cambridge for $15,000. In addition the Cambridge Health Department 
would contribute an estimated $17,500, the Cambridge T.B. and Health 
Association an estimated $10,000 and other agencies inVQirved an 
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estimated·$12,000 for an overall total of $55,000 annually. This amount 
was anticipated income ;o~ hhe Cambrid_ge proj.ect. 
In Newton a tentative budget, set up in May, 1959, called for a 
full-time social worker.at $650~; a nursing coordinator at one;half 
day a week at $1500; a part .. time medical. coordinator at $2500; office 
rent. at $1000; half•time clerical help at $1500;. transportation at 
$500; service at $2000 and a miscellaneous item of $500. Thus, the 
total budget was $15,000 for one year of operation. This budget was 
later reduced considerably, so that when the home care program was 
started an operationg budget of $3600 was granted for the period 
Marc~,l960 to June 30, 1960. AX this time it was stated that the 
City of Newton would appropriate the funds and the State would re• 
imburse the city. In addition to this sum, the State Department of 
Public Health supplied the original office equipment, the City of 
Newton provided space, telephone service, supplies, the time of the 
health administrator as needed, and the part time services of the 
supervisor of nurses to complete the coordination team o£ social 
worker, doc,tor, and nurse. 
These programs were set up on a three year basis with the hope 
that the financial responsibility would. be accepted by the communities 
at the end of this period. Although the grant initially mentioned 
was for $25,000 ~ had accumulated for a two year period, it should 
be noted that the fund was also used for setting up a similar pro .. 
gram in Pittsfield. In Newton, a sum of $9,000, or a little more 
than hal£ the original budget was set aside for the fiscal year 
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1960-1961. The Newton Home Care Frogram, therefore, is financially 
operable until June 30, 1961, at which time a new source of funds will 
need to be obtained. The possibility of a research grant is being ex-
plored by both groups. 
Fre-planning and evaluation of need for the Newton Home Care Program 
The community council played an important part in the development 
of the home care program. The establishment followed a year and a half 
of planning and preparation which took several directions. Initially, 
it should be noted that medical care for the aged and chronically ill 
was a topic of current interest in medical and social circles then as 
it is now. A home care program is one of the l-Tays in which the needs 
of this segment of the population can be met. The idea for the 
utilization of this approach in Newton came from the health administrator 
for the city. 
This new idea of having a home care program in a public health 
setting rather than the traditional hospital setting was presented to 
the council in September, 1958. In December, 1958 a committee was set 
up to study the problems involved in establishing such a program. The 
committee included three doctors representing the different medical 
associations in the .city, a hospital social worker, and representatives 
of various community agencies related to the provision of health and 
welfare services to the citizens; there were sixteen members in all. 
Initially, .the group examined the hame care programs already in 
operation. The five hospital-based programs in Boston were studied 
carefully and trips were made by some of the committee members to 
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Rhode Isla,nd, Commecticut, and New York to study plans which ·were being 
used in these states. The majority of the then· operating agencies 
were primarily to serve the medically indigent, and were hospital-based 
with a heavy emphasis on medical school affiliation. Thus, the programs 
were being used as teaching centers to a large extent. In addition, 
most hospitals with home care programs are set up to serve only those 
persons discharged from in-patient care of that particular hospital 
and therefore serve only a limited portion of the population. Once the 
question of what is a home care program had been answered, it was then 
possible to move on to looking at Newton as a place for such a program .. 
In connection with the home care program committee a member of the 
United Community Services research division was loaned to help with 
many phases of the program. She t-ras most helpful with her knowledge of 
research done on home care programs in other sections of the country 
and how they had met similar and ~ifferent problems. With her help 
statistics were compiled on the population particularly relating to 
the· older. age · group and estimating the numbers of chronically ill 
(Table 3, page 27). At about the same time the committee was divided 
into two subgroups one of which was to document the need for such a 
program and the other was to examine the resources in the community. 
From these figures and facts·it was determined that there was no 
existing facility specifically designed to meet the needs of the 
elderly and chronically ill, yet there was a sufficiently large 
percent of the population to warrant the establishment of a home care 
program that could utilize the services it would offer. Also, 
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TABLE 3 
?':'·<:PERCENT DISTRIBUTION OF PERSONS BY LIMITATION OF MOBILITY. DUE TO CHRONIC CONDITIONS, UNITED ·STATES t l 
AUGUST, l95J. ALL AGES AND OVER 65 YEARS AND ESTIMATED NUMBERS OF SUCH PERSONS IN CAMBRIDGE AND NEWTON 
- United StateSZ Newton3 Cambridge3 
All ages 65/ All Ages 651 All ages 65.j. 
With no chronic 58.6 24.0 4S:&f04g.. 1,934 70,754 2,676 
conditions 
With one chronic 41.4 7~.0 ~3,}J'Ji~ 6,123 49,986. 8,475· 
condition 
Not limited in 38.1 55.4 3t~,2'41l 4,464 46,002 6,177 
mobility 
' 
Has trouble getting 1.9 11.5 ~t:r.SSSI 927 2,294 1,282. 
around alone 
Cannot get around c ' .6 4.1 ~~ A~a 330 724 457 
alone ~ 
' ,• ; 395 966 546 
Confined to house .8 4.9 6:&:"~ 
Total 100.0 100.0 81, 994 8,057 120,740 11,151 
1. Estimated numbers derived by applying u.s. percentages to 1950 total population and population 
over 65 in the various cities. Prepared by United Community Services, September, 1958. 
2. u.s. National Health Survey, Preliminary Report on Disability1' u.s. July- September, 1957, 
Washington, u.s.D. HEW, Public Health Service Publication 584-'B4, 1958. 
3. u.s. Bureau of Census, 1950 Census of the Population, BulJettf.n __ P-D 6. 
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representatives of the committee brought to meeting~ cases which they r:·. 
thought would be amenable to home care arrangements. This brought to 
light the fact that many of the cases were known to more than one 
agency and there l~as a definite need for doordination of existing 
services and the utilization of a new approach in meeting the needs 
of this group. This was taken into consideration in the final blue-
print for the program. 
Having determined that there was a need for a home care service, 
that the health department was the place to locate it, and that funds 
were available, it was then necessary to make its presence known to 
the citizenry and to the community agencies. That this would be a 
I 
vital part of the establishment of a new service was recognized early in 
the planning. Consequently, the three local papers were notified regularly 
about each committee meeting and each new development. Of these 
papers, one is a dailyt published in Waltham with a Newton edition, 
and the other two are weekly papers published in Newton. News coverage 
included such headlines as "Home Medical Care Plan Studiedn which 
appeared in December, 1958, when the committee was first established. 
In November, 1959, the newspapers carried detailed accounts of the 
committee's final report. In February) 1960, prepared publicity 
appeared in all the papers outlining the services to be offered, the 
location of the project and its aims and goals. In August, 1960, 
prepared publicity summarized the activities of the program up to 
that point. In July, 1960, the Boston Globe carried a feature story 
ob both projects with pictures of-both ~lthldepartment directors. 
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In addition to newspaper publicity, articles were carried in such 
magazines as Rehabilitation News and This Week in Public Health. 
a result, there was widespread dispersal of information about the 
program and list services even before it began. The most recent news-
paper publicity appeared in November, 1960 with a picture of the staff 
in conference l~th the patient 1s docbor. 
In addition to printed publicity there was the inclusion of key 
persons in the community and various advisory committees. Through 
this channel, knowledge of the program would be spread to those who 
might work in agencies but not live in the city and read its papers. 
For example, the medical advisory committee members could be useful 
mn carrying knowledge of the program into the hospitals with which 
they were affiliated. Individual letters were also sent to Newton 
doctors and the hospitals of metropolitan Boston explaining the 
program and its services. Finally, a brief leaflet has been developed 
which can be sent in quantity to agencies and individuals who request 
information about the program. 
Comparison of Pre-planning Methods 
It can be seen then, that both programs were set up with a great 
deal of careful consideration and planning. care was taken to de-
termine the need for such aervices as each community was planning to 
offer, and to determine the most advantageous method of meeting the 
need. In both cities, the community council was the basis for the 
committee to study the situation ~nd both committees, jointly in some 
cases and separately in others, studied the existing home care programs. 
I 
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The makeup of both committees was also similar. In addition, cambridge 
provided the auspices for a study of long-stay patients in its hospitals. 
Newton utilized the research facilities of United Community Services 
in determining the appropriateness of its city for such a program. 
Finally, in N~vton a great deal of effort was expended on publicizing 
the program whereas in Cambridge publicity was limited to one item in 
each of its papers. 
The initial plans drawn up are different. How dissimilar is seen 
in the respective estimated budgets of $15,000 for Newton and $55,000 
for Cambridge. The Newton program was set up to offer home care with 
information, referral, and counseling services to supplement it. In 
Cambridge a three-pronged program including home care~ counseling~ 
and rehabilitation was drawn up. There are several possible reasons for 
this difference. First of all, there was a difference·in services 
available for utilization • namely the rehabilitation counselor - in 
Cambridge. Secondly, it is possible that after analysis of the com-
munity it was felt that while rehabilitation services should be a part 
of the Newton Home care Program, community resources which were already 
available and could be used. Thirdly, the difference in what the 
study committees believed necessary for each community may be due to 
the lifferences in personalities and interests of their respective 
members. 
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CHAPTER IV 
THE PROJECTS 
Cambridge 
The period April, 1960 through October, 1960 represented the initial 
phase of the establishment of the cambridge Advisory Service. The staff 
did not start as a unit at the inception of the program. The coordinator 
and secretary began full-time in April, 1960; the nutritionist joined 
the service in May, 1960; the vocational counselor was loaned to the 
service by the board of trustees of the Cambridge Tuberculosis and Health 
Association in June, 1960; and the medical social worker joined the 
team in August, 1960. The nutritionist, vocational counselor, and 
social worker were all part-time employees. The pre-planning committee 
became the advisory committee to the Cambridge Advisory Service. A 
description of the functions of each member of the staff and that of 
the advisory committee follm~s. 
The administrative responsibility for the servi~e was shared by 
the sponsoring agencies together with the Commissioner of the cambridge 
Health Department. The Cambridge Community Services c8ntributed office 
space, utilities, add maintenance at their office at 53 Church Street, 
Cambridge. 
A public health physician was selected as the coordinator by the 
adviosry committee and the position was set up through Cambridge Health 
Department channels. Therefore, the coordinator was administratively 
eesponsible to the Commissioner of the Cambridge Health Department. 
Since she was new to Cambridge and the Service new to the community, it 
31 
IL 
II 
II 
was essential for the coordinator to devote much time during the 
early period to introducing the new program to the community and 
getting to know the community herself. This was done by visits, 
meetings, discussions with representatives of social agencies, 
staff meetings with agency representatives, hospital directors, 
chief of staffs and practicing physicians. The selection of a 
physician as the coordinator, instead of a nurse as proposed in 
the original plan, was made by the Advisory Committee because it 
was their belief that since one of the goals of the program was to 
involve the physicians; acceptance of the service would be more 
easily facilitated if the physicians, chiefs of staffs and hospitals 
were approached by a · ttfellow11 physician1o, .. 
Informational material was released during this time. This in-
cluded an article in the Cambridge Chronicle. directed to the public; 
an article in the Rehabilitation!!!!~ and a release in the ~ulletin 
of the Massachusetts Department of Public Health, geared to medical 
groups. A flyer announcing the Senior Citizens Advisory Center was 
prepared in October and was released to selected agencies. 
Program policy was discussed between the staff and the Advisory 
Committee and operational plans were initiated. Priorities in 
service 't~ere also determined. Counseling services for the aging 
through establishment of a clinic were to be deferred and first efforts 
were to be devoted to the establishment of Home Care and Rehabilitation 
Programs. 
II 
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The main emphasis at this time for the coordinator, however, 
was introduction into the community of the new service, gaining in• 
terest and support from the local physicians. At the· same ttme, 
referrals were being made by agencies and self-referrals were being 
seen. The coordinator as the only staff member at this ttme had to 
deal with these referrals and it was therefore necessary for her to 
determine in each case what the need was, where the service was 
available, and to bring the two together. For the first four months 
there was no social worker with the program. 
The rehabilitation counselor, as previously stated, joined.~ the 
staff of the Cambridge Advisory Service in JuneJ1960. She divided 
I her time between the Cambridge Sanitorium and the Cambridge Advisory 
Service, and in many instances, the same cases being seen at the 
Cambridge Sanitorium were also part of the case load of the Cambridge 
Advisory Service. During the initial period, eleven of the forty 
cases studied for this paper were patients of the Cambridge 
Sanitorium and were also known to the Cambridge Advisory Service. 
Her work consisted primarily of determining at the Sanitorium which 
patients would benefit from the coordinated services of the Cambridge 
Advisory Service and referring them there. The follow-up work on 
these patients wes done primarily by the rehabilitation counselor 
as a staff member of the Cambridge Advisory Service. In addition, 
she also worked with clients who came to the Cambridge Advisory 
Service, but who were not patients at the Sanitorium. 
It was anticipated that the rehabilitation counselor would 
have the responsibility for developing the over-all Rehabilitation 
Program of the Cambridge Advisory Service. This was started but 
became confused as· her duties at the Sanitorium and those as a staff 
member at the Cambridge Advisory Service were so interrelated that 
it was difficult to separate her function in each agency. 
The coordinator and the rehabilitation counselor, prior to the 
addition of the medical social worker, held seminars and meetings 
with the staff at the Sanitorium, evaluating patients and using this 
opportunity to acquaint the staff at the Sanitorium with the purposes 
and goals of the new program. When the social worker joined the 
Cambridge Advisory Service, the entire staff participated in these 
seminars and meetings. 
The nutritionist, joining the service in June, 1960, brought 
with her a thorough knowledge of the Cambridge community and her 
prBvious experience in working with tqe aged. She was a member of the 
Advisory Committee and acted as the liaison person between the 
Advisory Committee and the Cambridge Advisory Service. It was antici-
pated that, in view of her enperience with work with the aged, she 
would be instrumental in the development of that part of the service 
dealing with counseling for the aged. 
The public health social worker, an employee of the Massachusetts 
Department of Public Health, was loaned to the Cambridge Advisory 
Service by the Department of Public Health for two days a week. 
Public Health responsibility for helping to develop local health 
services was justification for the loan of this employee. She joined 
the staff four months after the program was established. As a 
Public Health caseworker she was familiar with the existing agencies 
in the Cambridge community, and with the technical know-how for 
using the facilities within the community. 
The social worker devoted much of her time during her first 
months to an assessment of the clientele so far seen at the Cambridge 
Advisory Service, to clar~fying concepts within the program, to 
consultations with various social agencies, and to aiding in 
giving more thought to the role of each member of the staff and 
to that of the Advisory Committee. One of the ways of approaching 
this was to review all the cases seen up to that time at the 
Cambridge Advisory Service, noting the ages, diagnoses, sources of 
referral, and requests for service. This material was used as a 
basis for discussion in Advisory Committee meetings, and conferences 
with social agencies attended by the social worker, the rehabilitation 
counselor and the coordinator. 
As was noted before, up to this time the coordinator, re• 
habilitation counselor and secretary were meeting the needs of 
clients whose problems would more appropriately fall within the 
province of a social worker. The responsibility for meeting these 
needs was quickly relinquished when the social worker entered the 
program. However, because of limits of time and conflicting 
schedules, the original plan for screening patients and deciding 
which staff member would see which client was not always followed. 
The client was seen initially by whoever was on duty. This person 
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did the initial interview and brought it to the weekly staff meetings 
for discussion. Further contact was usually made by either the 
rehabilitation counselort the nutritionist or the social worker based 
on the patient's or the family's particular needs. It was hoped to 
leave the coordinator free for the goal of further involvement of 
physicians and hospitals. 
It was originally envisioned that the social worker's responsibilitJ 
would be to explore and strengthen social agency relationships in 
their contact with the new service. This is a long-range goal 
and results cannot be evaluated within the period of two months. 
However, within this period the social worker devoted much time and 
effort to education of the agencies as to the purpose of the service. 
Individual cases were not only given direct service but were used as 
tools. for pointing up to agencies where coordination of existing 
service would be valuable~ what part a particular agency could play 
in helping to develop the Cambridge Advisory Service, and lfhere gaps 
in services existed. 
The social worker's skills as a caseworker were used in direct 
service to clients in determining what their needs were and in 
making referrals to appropriate agencies. It must be borne in 
mind, however, that because of limits of ttme, conflicting schedules, 
and the other duties of the social worker, casework coverage was 
not always as adequate as was needed. The purpose of casework 
~was to prepare the clients for referral to appropriate agencies. 
The Advisory Committee consisted of members representing the 
the sponsoring agencies. These included: the Director of the 
Cambridge Tuberculosis .and Health Association, (also, Chief, · 
Rehabilitation Unit at the Holy Ghost Hospital), Chairman; the 
Executive Secretary of the .Cambridge Tuberculosis and Health Associa-
tion; the nutritionist of the Cambridge Health Department, who is 
also the nutritionist on the staff of the Cambridge Advisory Service; 
the Chairman of the Community Services Home Medical Care Committee; 
the Executive Secretary of the Cambridge Community Services; the 
Director of the Cambridge Services for Retarded Children; the 
Commissioner of the Cambridge Health.Department; and a member of the 
Cambridge Council on Aging. 
Initially, the Advisory Committee met weekly and later scheduled 
meetings according to need. The chairman was selected from among 
the membership on a semi-annual basis. The discussions at the 
meetings have centered around fund raising, promotional programs, 
and the determination of methods for evaluation of the program and 
criteria for admission of cases to the program. 
Since the membership on the Advisory Committee represented the 
sponsoring agencies, the Advisory Committee also functioned as a 
means of acquainting the existing community agencies with the goals 
and purposes of the new service. It was decided by the Advisory 
Committee not to have a medical policy committee until after the 
service had been in operation long enough to determine whether a 
medical policy committee was necessary. 
The original sum of $3500 for the period April 15, 1960 to. 
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June 30, 1960 was provided through Legislative appropriation. 
An additional $8,000 from this source was made available for 
support of the program from July, 1960 through December 31, 1960. 
The Cambridge Community Services' contribution of office space 
I 
and maintenance was valued at approximately $2,000. Of the 
original $3,500, $2,769.68 was used for the salaries of the 
coordinator and secretary, the remainder for office supplies and 
expenses; of the additional $8,000, $5,934 .. 00 paid the salaries 
of the coordinator and secretary, $336.15 for office supplies 
and expenses, with a balance of $2,173.92. 
In employing the services of a physician as coordinator, and 
therefore using an appreciable amount of the budget for salaries, 
it was anticipated that more funds might become available from the 
,, ' 
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local community, or through grants from ~~1 funds or from the 
. .. ·: 
u.s. Public Health Service. 
Newton 
The administrative organization of the Newton Home Care Program 
is basically quite simple. The core unit included an administrator, 
who is a medical doctor; a coordinator who is a social worker; 
and a public health nursing supervisor. In addition, there are 
three Advisory Committees which act as sounding boards for the 
programs and policies of the agency. 
The six-member Medical Advisory Committee is composed of 
.doctors representing the Board of Health, the Newton-Wellesley 
Rospi~al, and the local medical associations. This group was 
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established for the purpose of maintaining rapport with as many 
local physicians as possible. This group is utilized as a means 
of disseminating information about the program to other physicians, 
and for getting suggestions on such matters as stimulating referrals 
and getting to know how the general practitioner sees the program 
as being valuable to htm. It is called together as the need arises. 
The Technical Advisory Committee consists of executives of 
the community agencies which give direct service to the patient. 
As such, it includes the Red Cross, the Visiting Nurse Association, 
and the Family Service Association. This group meets about once 
every three months for the purpose of reviewing the progress thus 
far, and discussing requests for service which are difficult to meet. 
It also advises on possible improvements and procedures. 
The third group is the Citizens' Committee. This is a com-
munity-wide group of thirty-one persons consisting of board members 
and lay persons chosen by the agencies. It also includes four 
members chosen at large for their interest and their usefulness as 
resource persons~ This group has met once thus far, the purpose 
being for orientation to the home care program. 
The program maintains close working relationships with several 
community agencies, the most formalized being the Visiting Nurse 
Association with whom a contractual agreement has been drawn up and 
signed by both agencies. This states that nursing care is to be 
provided to patients on the home care program according to prevailing 
Visiting Nurse Association policies and fee schedule. The liaison 
person is the public health nurse supervisor on the staff of the 
home care program. Conferences are held on a case basis and the 
Visiting Nurse.Association may make an evaluative visit to each new 
patient being consi~ered for the program, without charge. In 
addition to this contractual agreement other informal$ verbal agree-
ments have been reached with other agencies. For example, the 
Family Service Association, the Welfare Department, and the Newton-
Wellesley Hospital were contacted and methods of referral, patterns 
of communication and general ways of operating between the two 
groups were established. 
With these arrangements the home care program has utilized many 
community agencies in providing coordinated and continuous care for 
the patient. The Homemaker Service of the Boston Family Servise 
Association, the Red Cross and the Welfare Department, to name only 
a few,. have given services particular to each agency as was appropriate 
for the care of the patient. 
As previously mentioned, the social worker in the Newton Home 
care Program is the coordinator. She was appointed on March 7, 1960 
and had been a member of the Home Care Committee the preceding year. 
She had for many years been the Director of the Social Service 
Department at the Newton-Wellesley Hospital and therefore brought 
with her a knowledge of the community and its resources. The role 
of the social worker in a new program requires performance in a 
variety of areas which can roughly be divided into service and 
administration categories. The service given by the social worker 
II ~ 
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may be broken down into direct service, that is, information, referral, 
etc., given directly to the patient himself, and indirect service 
which is designed to benefit the patient but is given to another 
person or agency involved with his care. The primary function of the 
social worker in the Newton Home Care Program is that of a coordinator. 
In view of the fact that eligibility involves the patient•s use of 
more than one community resource~ this becomes especially important. 
In concrete terms, this means that the social worker is responsible 
for organizing and conducting conferences between the professional 
persons involved. For example, a,:case may involve the Visiting Nurse 
Association, the Family Service Association, and a medical doctor. 
The social worker in this program would ·then arrange for a conference 
between these persons so that each person will know the position of 
the other and duplication of services will be avoided. The medical 
doctor can give those present a diagnostic picture, the Visiting 
NUrse Association nurse can contribute the knowledge about nursing 
care involved, and the Family Service worker can contribute the 
social background material, and' all three are involv2d.'. in working 
out a coordinated treatment plan most beneficial to the patient. 
The second aspect of indirect service is consultation. This involves 
giving professional information either to other professionals in 
the community or to the family. A physician might call saying he 
had an elderly patient who required such and such a service, what 
could be done? As a social worker and the coordinator of the home 
care program, she acts as consultant to this physician in terms of 
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exploring possible courses of action with regard to patient care, 
even though she may never see the patient. 
With regard to direct service to the patient, several types 
of services may be offered, although the most important is planning 
and counseling. This includes involving the patient in his own care 
and helping to make appropriate plans with him or his family for his 
care. This does not include direct casework treatment. The social 
worker would work with the patient up to the point where he can be 
referred to another agency for casework, if necessary, but her role 
remains that of a counselor and coordinator rather than a caseworker 
with a treatment function. Also included in direct service to the 
patients are information, referral, and recommendation. Information 
deals primarily with the explanation of the services of the home care 
program and of other community services. Referral means that the 
patient is put in touch with another agency which accepts the res• 
ponsibility of providing the service which the patient requests or 
needs. Although the worker tells the client of this referral, she 
deals mainly with another agency in the referral process. Re• 
commendation means that a particular person or fac[ity known to the 
worker to be appropriate for fulfilling the request for serv~ce, is 
suggested to the patient. This usually means a non-agency contact. 
For example, a particular nursing home might be suggested to the 
family for a client who has been seen and evaluated by the worker. 
In both of these services, there is the implication that a tentative 
diagnosis has been made by the social worker and she feels that 
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the patient's needs can be met elsewhere. 
The second aspect of the social workerls role is her administra• 
tive functions. She assumes the responsibility for the daily 
operation of the program under the general supervision of the 
Administrator. Her administrative duties are somewhat unique to the 
establishment of a new social welfare program. This has dealt pri-
marily with the development of policies and procedures through dis-
cussion with the home care team and with community agencies. This 
has also included a great deal of gathering of information on home 
f 
care programs both through reading and visiting the programs. Ia 
addition, a new program requires a good deal of time in the technical 
work of creating forms, developing patterns of communic~tion, etc. 
Group and individual meetings with physicians have been held to 
promote referrals. She has spent some time keeping and analyzing 
statistical material about the kinds and types of referrals for 
the purpose of making future program plans. 
The role of the physician in the Newton Home Care Program is 
that of Administrative Director. He assumes this position by 
virtue of the fact that he is the head of the Health Department 
within which the program is located. Initially, he recognized the 
growing responsibility in the field of Public Health for care for 
the aged and the chronically ill and thus initiated the explorative 
process. Both at the outset and as a continuing part of his work, 
the Administrator has been responsible for the securing of funds for 
the financial operation of the program. He presented the plan 
43 
J 
to the Board of Aldermen and made the arrangements for the city to 
appropriate the initial funds and then to be reimbursed by the State 
Department of Public Health. The Administrator has also been active 
in making known the e~t~ence of the program and has spoken to several 
g~oups in the city both as a doctor and as the Director of the Home 
Care Program. Also in this dual capacity. he has brought the medical 
viewpoint to the staff conferences. 
In addition, he has assumed the responsibility of evaluating the 
program from the viewpoint of adequate functioning as a social agency 
and as an adjunct of the Health Department. Evaluation of the com-
munity reaction to the new service has also been important. As the 
Director, he has final administrative responsibility for the program. 
He has planned and developed the strategy required to set up a new 
program. This to a large degree has been the development of policies 
which can be used as guideposts for daily operation. This is an ex• 
tremely important part of a new program as it determines how the 
agency will function in the future by establishing precedents. 
The third member of the coordinating team is the public health 
nursing supervisor. Her most important function in Newton is that 
of consultant. In this position, she has acted as an advisor to the 
home care program and to the other nursing services in the community. 
As is true of both the social worker and the director, she has been 
active in contributing the nursing point of view in the team approach 
and she, like the other two, has spread information about the program 
within her professional group. 
The result of having a team approach in a home care program is 
that the client receives a broader scope of professional services 
in an integrated way t4an could otherwise be possible. Thus, when 
a new referral is received the social worker or coordinator evaluates 
the eligibility (Newton resident and at least two services) and the 
presenting problem, then immediately gets in touch with the appro• 
priate agencies in the community whose services will be utilized and 
begins to draw them together to work as a team for the individual 
client. 
Comparison of the Cambridge and Newton Projects 
In a comparison of the two projects, it is apparent that they 
differ in concepts, structure, number and role of the core unit, and 
approach. The Cambridge Advisory Service sees itself as offering 
home care based on the client's necessity for only one community ser-
vice, whereas, the Newton Rome Care Program requires at least two 
community services for eligibility. Further, the Cambridge Advisory 
Service initially saw itself expanding in three areas at the same 
time: home care, rehabilitation, and counseling. This is indicated 
in the names chosen for the two projects: the Newton Rome Care 
Program, with its emphasis on home care, and the Cambridge Advisory 
Service, incorporating several aspects. While it is true that both 
projects gave information and referral services, the staff of the 
two projects differed according to the intent of the projects; the 
Newton project employed, in addition to a social worker, a public 
health nurse. The expected close working relationship between these 
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two disciplines differed from the tie-in intended by the Cambridge 
project where the rehabilitation counselor was to develop the re-
habilitation part of the service~ while the nutritionist~ with 
experience in working with the aged~ was to develop the counseling for 
the aged aspect of the service • 
. 
Structurally, the Cambridge project appointed a medical doctor 
as coordinator, and Newton, a social worker as coordinator. The 
particular function seen as being the province of the doctor-coc~dinator 
in Cambridge, namely, developing the interest and support of the 
local physicians, was, in Newton the responsibility of the Medical 
Advisory Committee, the administrator, who is a physician, and the 
social worker-coordinator who had previous knowledge and contact with 
the Newton-Wellesley Hospital. In Newton, the coordinator's role 
was more clearly defined and more concrete than in Cambridge where 
the coordinator's role was being clarified as the service progressed. 
This can, in part, be attributed to the fact that in Newton the 
coordinator was for the preceding year a member of the Home Care 
Committee, was familiar with the pre-planning of the project, whereas 
in Cambridge the coordinator was not only new to the thinking and 
pre•plapning of the project, but new to the community as a whole 
and needed time for orientation. 
In Newton~ three conunittees were in operation, although they 
may not have met often or regularly, namely, the Technical Advisory 
Committee, the Medical Policy Committee and the Citizens• Committee. 
These three committees were established to deal with areas of program 
operation in which their respective members were most interested. 
In Cambridge, the Advisory Committee was the only planning body. 
Members of this Committee were representatives of agencies which 
gave either personnel or support to the project. In some ways, it 
was not as representative of the Cambridge community as were the 
three Newton committees. 
The coordinator in Newton and the social worker in Cambridge 
were responsible for exploring and strengthening social agency re-
lationships, leaving the coordinator in Cambridge free to elicit 
the interest and support of the local physicians and hospitals. 
The social worker in Newton started with the project, it can 
almost be said, before the project, while the social worker in 
Cambridge did not join the project until it had already been in 
operation for four months. Much time was spent by each staff member 
in Cambridge in orientation to the program, as each member joined 
the staff at a different time; whereas, in Newton, with a smaller 
core unit, all starting work at the beginning of the project, less 
time was spent in orientation. 
Policies and procedures were primarily determined in Newton 
by the administrator; in Cambridge, they were determined by the 
Advisory Committee in meetings with the coordinator. It is important 
to note that the head of the Newton Board of Health was the 
administrator of the program, whereas in Cambridge, the Commissioner 
of the Department of Health was a member of the Advisory Committee. 
He had administrative responsibility and the coordinator in Cambridge 
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was administratively respqnsible to him, but the lines of responsibility 
between the coordinator and the administrator were not as clearly 
drawn in Cambridge as they were in Newton. 
The Newton Home Care Program made formal contractual agreements 
with the Visiting Nurse Association and verbal agreements regarding 
procedure with other agencies. Cambridge had no formal agreements. 
Interestingly enough, the concept of what constituted casework 
services in both agencies differed. !n Newton, the coordinator, 
a social worker, felt that casework in the strict sense of the word 
was not done, but in Cambridge, it was felt that even in view of the 
limits of time, preparation of the client for acceptance of a 
referral to another agency was considered casework services. 
CHAPTER V 
THE CLXENTELE 
The clientele described in this chapter covers the first forty 
cases seen during the first six months of operation of the Newton Rome 
Care Program and the first forty cases seen during the first five 
months of operation of the Cambridge Advisory Service. 
Table 4 is a comparison of the two caseloads in terms of age, 
sex, and marital status. In both groups, there is a preponderance of 
females: 29 in Cambridge and 33 in Newton. Within this category 
there were marked differences. Of the 29 Cambridge females, eight 
were married, twelve single, and nine widowed; of the 33 Newton 
females, nine were married, six were single, and 18 or slightly more 
than half, were widowed. The married figure includes thoe who were 
divorced. With regard to the male population, of the 11 in Cambridge, 
four were married, seven were single. In Newton, three were married, 
seven were single, and two were widowed, making a total of seven 
males. 
In Cambridge, the largest number of persons referred were under 
49 years of age, of which 13 were females. In Newton, however, 
the largest number of persons, 13, were in the 80-89 age bracket. 
With regard to the Cambridge group under 49 years, it is important 
to note that eight of the 17 referrals were patients at the Cam-
bridge Sanitorium. The second largest group of eleven persons 
in Cambridge were between the ages of 60-69 and nine persons in 
Newton were between the ages 70•79. The number of referrals in 
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TABLE 4 
CHARACTERISTICS OF CLIENT GROUP BY AGE, SEX, AND MARITAL STATUS 
Newton Cambridge 
Male Female Total Male Female Total 
M* S* W* M s w M s w M s w 
nder 49 .. 1 ... 2 .. ... 3 1 3 .. 5 7 1 17 
0 .. 59 1 
- -
2 1 .. 4 1 1 .. 
-
2 ... 4 
0 .. 69 2 1 .. 1 1 2 7 1 2 .. 3 2 3 11 
0 .. 79 
- -
1 3 .. 5 9 ... 1 ... .. .. 5 6 
0 .. 89 
-
.. 1 1 4 7 13 1 ... 
-
.. 1 .. 2 
ver 90 ... 
-
.. .. .. 4 4 .. ... ... .. .. 
-
0 
Totals 3 2 2 9 6 18 40 4 7 .. 8 12 9 40 
7 33 11 29 
*M - married; S .. single; W - widowed 
V1 
0 
. 
each age group is more even in Newton. The largest category is 13 
in the 80-89 age bracket~ the smallest is three under 49 years of 
age; while in Cambridge, the range fs..:,£rom seventeen, under 49 
years of age, to zero, in the 80-89 age bracket. It is also in-
teresting to note that 32 of the Cambridge cases are under 70 years 
of age, and 26 of the Newton cases are over 70, representing a 
distinct difference in the age level served by each program. 
The tendency of Cambridge to have a younger caseload may be 
partially accounted for by the ttDrop•In•Centeru, and its geographical 
location. It is situated where the physically able may walk in and 
seek help. In Newton, however, the program is geographically re-
moved from the center of town and people are unlikely to walk in. 
Secondly, the nature of home care implies service to those unable 
to care for themselves and thus it is natural that an older age 
group would request its help. In Cambridge, the program, particularly 
the rehabilitation counseling, does not connote a particular age 
group to be served as does the phrase home careo A larger proportion 
of the Cambridge population is constantly changing, while a larger 
proportion of the Newton pop~lation is more likely to be settled 
as far as residence is concerned. In both agencies there is a 
tendency for those without close family ties to seek its services. 
In Newton, the large number of widowed females reflects the fact 
that men tend to die before women. The difference between being 
alone through the death of the marital partner and being alone through 
non-marriage may, to some degree, reflect the nature of the com-
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munities. In an urban setting one would expect to find more single 
people living in rooms and apartments, whereas in a suburban com-
munity one might expect to find couples who had purchased homes 
prior to the death of one of the members. 
In Table 5, we see the difference in the sources from which the 
Cambridge Advisory Service and the Newton Home Care Program drew 
their clients. The largest group of referrals in Cambridge was 
made by social agencies, including sixteen from the Cambridge Sanitorium 
followed closely by fourteen self-referrals. These two sources 
account for three-fourths of the referrals. Referrals by the 
family were made in eight cases. Local medical doctors made the 
least number of referrals, namely two, during this period. In 
Newton, seventeen referrals were made by members of the clients' 
family, the largest number of referrals; the local doctors referred 
thirteen clients. A distinctly different picture of the nature of 
the two agencies is indicated here since the proportion of referrals 
from each source is the exact opposite. For example, in Newton, 
doctors referred thirteen, the Cambridge doctors referred two; the 
Cambridge social agencies referred sixteen, the Newton ones only four. 
Thus, in Newton, 30 out of the 40 referrals were made by a family 
member or a physician. In cambridge, 30 out of the 40 referrals 
were made by a social agency or the person himself. The age of 
the client does not seem to have been an influencing factor in 
relation to the source of referrals. 
To a large extent, the sources of referral reflect the pro-
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TABLE 5 
SOURCES OF REFERRAL BY AGE GROUP 
Local Medical Social 
Doctor Self Family Agency Miscellaneous 
Newton Cambridge Newton Cambridge Newton Cambridge Nelvton Cambridge Newton Cambridge 
Under 49 2 ... 
-
3 
-
3 1 11 ;.. 
-
. 
50-59 1 
- -
1 1 1 .. 2 2 
-
60-69 2 1 2 5 2 3 1 2 
- -
70-79 2 ... 
-
5 6 
-
1 1 
- -
80-89 5 1 .. 
-
5 1 1 
-
2 .. 
Over 90 1 ... .. 
-
3 
- - - - -
Totals 13 2 2 14 17 8 4 16 4 
-
Vt 
l,o) 
! 
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motional efforts of the programs. In Newton, the extensive use of 
newspaper articles may account for the large number of referrals by 
family members. It is likely that the relatives, close or distant, 
burdened with the care of an elderly, ill person were appealed to 
directly by this publicity. In Cambridge, the emphasis was placed 
on informing the social agencies about the new program by the head 
of the project, but the limited newsp~per publicity did reach a 
large number of people, accounting for 14 self-referrals. It may 
also be possible that the younger, single, person is more likely 
to read the newspaper than the older, ill person. The number of 
social agencies that made referrals also reflects the close involve-
ment of other agencies in the Cambridge Advisory Service administra-
tion. The connection of the rehabilitation counselor with the T.B. 
Sanitorium is directly related to the sixteen referrals. Another 
factor which may account for the high number of agency referrals 
in Cambridge is related to its geographical location. Being 
situated in the Community Council building makes other agencies 
more acutely aware of its presence and if people are accustomed 
to coming to this building for social services already, it is easy 
to wander into another room. The basement of the City Hall, as is 
the case in Newton is less likely to attract such attention. 
Finally, the referrals by local physicians poses an interesting 
problem. Both programs are equally anxious to secure the interest 
and approval of the local medical doctor, yet Cambridge has only two 
such referrals whereas Newton has thirteen. In Cambridge, a physician 
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was hired with the hope that as a physician she would be able to 
reach the other physicians. Why bas this not worked out? Partially, 
uhe factors are unrelated to her profession. She was a new person in 
the community and needed to gain information about the program as 
well as about the community prior to gaining acceptance., This is 
naturally a time consuming project$ but until acceptance is gained 
little can be done. With so many services involved, the local 
physician might have lost sight of his role in the continued care of 
his patients. It is also possible that as a physician, the Cam-
bridge coordinator was threatening to another physician, such.as a 
family physician., Newton did not seem to have these problems. In 
Newton, both the medical administrator and the social worker coordinatox 
were already well knowff~n the community at large, and specifically, 
to a large percentage of the practicing physicians. 
Table 6 is an examination of the type of service requested by 
each age group. In Cambridge, the largest number of requests was 
nine for counseling; there were six requests for employment; followed 
closely by five requests each for home care and rehabilitation. In 
Newton, 28 of the 40 referrals requested home care; followed by six 
requests for placement, and three for financial assistance. While 
requests for home care in Newton ranged from a companion for a few 
hours a day to 24-hour nursing service, all represent a need for 
additional help in the home to care for a sick or invalid person. 
These requests fetll_in all age brackets. 
Within the "othertt category in Cambridge are included two 
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TABLE 6 
TYPE OF SERVICE REQUESTED BY AGE GROUP 
Financial 
Rehabilitation Counseling Home Care Assistance Employment 
N* at N. c. N. c. N. c. N. c. 
• 
Under 49 .. 1 .. 7 3 2 
-
1 .. 2 
50· 59 
-
2 ... 1 ;3 
-
1 ... 
-
1 
60-69 ... 2 
-
1 5 2 ... 2 1 
-
70-79 1 
-
1 
-
5 
-
1 ... .. 3 
80·89 .. .. .. .. 9 1 1 
-
.. 
-
OVer 90 .. 
- -
.. 3 
-
.. .. ... 
-
Totals l 5 l 9 28 5 3 3 1 6 
*N. .. Newton; c.-cambridge 
Placement 
N. c. 
-
.. 
- -
1 1 
1 1 
3 
-
:I: 
-
6 2 
Medical Care 
N. c • 
.. 
-
.. 
-
-
2 
.. , l 
.. 
-
... .. 
0 3 
Other 
N. c. 
.. 4 
-
... 1 
.. 1 
.. 1 
.. 
-
0 7 
U1 
0\ 
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requests from patients at the Cambridge Sanitorium for something to 
do while in the hospital, one request for a companion-secretary, and 
one woman who wanted a ticket to the movies. 
The differences in requests for services seems to be a clear re-
presentation of the differences in the programs of each agency. The 
names, Newton Home Care Program, and the Cambridge Advisory Service, 
indicate the difference also. It is therefore conceivable that 
this factor alone could account for the large number of requests 
for home care in Newton and the wider dispersal of requests in Cam-
bridge. The differences also reflect a knowledge by the community 
of the staff personnel; that is, a rehabilitation counselor on the 
staff should and did account for more referrals for rehabilitation 
than in a program without such a person. The concentration of re-
quests for home care in Newton may also be reflective of the 
narrower scope of the program and the more clearly defined and 
publicized aims of the program. In Newton, all information dis-
persed in the community was geared to advertising the home care 
program. In Cambridge, the emphasis was less concentrated on any 
one aspect of the three-pronged program. 
Table 7 indicates the relation of the primary diagnosis to the 
service requested at the time of referral. In Newton, it will be 
noted immediately that home care was the primary service requested. 
The diagnoses most frequently appearing were cardio-vascular problems 
and bone and joint disease, both of which present problems of 
physical limitations. Both of these medical problems presented the 
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TABLE 7 
RELATION OF DIAGNOSES TO SERVICES REQUESTED 
Rehabilita• Counseling Home Financial Employ• Place- Medical Housing Other Total 
tion Care Assistance ment ment Care 
N.* C.* N. c. N. c. . N. c • N. c. N .. c. N. c. N. c. N. c. N. C. 
Cancer .. 
- -
.. 2 1 .. 
-
.. .. 1 .. 
-
.. .. 
-
.. .. 3 1 
Tuberculosis .. .. 
-
6 1 .. .. .. 
-
... .. .. .. 
-
.. 
- -
3 1 9 
' Cardio• 
Vascular 
-
l l .. 9 .. .. 
- - -
2 
- - - - -
.. .. 12 l 
Bone and 
Joint l l .. 1 7 
-
l .. 
- -
1 
-
... 1 .. 
-
.. .. 10 3 
Blindness .. 
- - -
.. .. l 
-
.. l l .., .. .. .. 
- -
a: 2 2 
Urinary .. 
- - -
5 
-
... .. .. .. .. .. 
- -
.. .. 
-
.. 5 .. 
·Psychopathic 
Personality -
- -
.. .. .. .. 
-
.. .. 
-
.. 
-
1 ... ... .. 
-
.. 1 
Social 
Problems .. l 
-
l 
- - -
.. .. 1 ... .. 
-
.. ... 
- -
1 .. 4 
No Diagnosis .. 
-
.. 1 .. .. 
-
1 1 3 .. 2 
- -
.. l .. ... 1 8 
Other 
r (Medical) 
-
1 
- -
l 4 1 2 ... 1 ... .. 
-
1 .. 1 
-
... 2 10 
Senrility .. l 
- -
3 
- -
.. .. .. l .. .. .. 
- -
.. 
-
4 1 
Totals 1 5 1 9 28 5 3 3 1 6 6 2 
-
3 
-
2 
-
5 40 40 
*N.•Newton; c.-cambridge 
VI 
00 
largest number of requests for home care ·- nine and seven, res-
pectively. In Cambridge, tuberculosis is the medical entity most 
requently appearing. All of these were in-patients at the Cam-
~ridge Sanitorium at the time of referral. In Cambridge, there 
were eight clients who were carried on the record as having no 
diagnosis. There were four clients whose presenting problems were 
not medical problems, but who had problems in family living, re• 
ferred to on the table as nsocial problems11 • All of the clients 
in Newton, except one, had medical diagnoses. 
•'Miscellaneous medical problems" accounts for those persons who 
had medical problems but whose problems would not fall under any 
of the diseases listed. 
Here again, the range of both the kinds of diseases which the 
clients had and the services they requested were more diversified 
in Cambridge than in Newton. In comparing the diagnosis with the 
service requested, it will be noted that in Newton, with one ex-
ception, all diagnoses were of a medical nature, whereas in Cam-
bridge there were a large number of non-medical problems presented. 
This may be related, again, to the nature of the programs in each 
community. Also with a large number of physician referrals it would 
be expected that the medical problems would be more frequent. 
Another consideration is that the person who filled out the referral 
form, from which the data were drawn, was more familiar with medical' 
problems and terminology in Newton than was the corresponding 
person in Cambridge. 
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Further, we see in this chart that cardio-vascular and bone 
and joint diseases were the most frequent presenting problems both 
in terms of requests for home care and in other categories as well. 
In both these diseases, there is an implication of reduced mobility 
on the part of the patient which would force dependence on some 
outside source of help, thus increasing the likelihood of a request 
for this service. 
Table 8 shows. the relation of services requested to disposition 
of cases. Of the eighty cases in this study,. it is interesting to 
note that 39 were given information and referral services; sixteen 
I 
in Newton and twenty-three in Cambridge. It is, therefore, the 
largest service given in both communities. This is particularly 
significant when we note that twenty•eight of the requests in 
Newton were for home care, as compared with the variety of requests 
in Cambridge. (See Table 5 for discussion of the services requested.) 
It will be noted that eight of the firsf forty cases in 
---- -~ 
Newton died prior to completion of service, thus bringing the total 
number of possible cases to thirty-two. Of these, sixteen received 
information and referral services. Although this seems high in view 
of the fact that the stated service to be obtained is home care, the 
newness and experimental nature of the program must be considered. 
It is to be expected that until the program is more firmly entrenched 
in the community there are bound to be a large number of unwarranted 
referrals. On the other hand, the value of information and referral 
is not to be minimized. For the individual involved it is far more 
- -
TABLE 8 
RELAXION OF SERVICES REQUESTED TO DISPOSITION OF CASES 
... 
Information Home Care Rehabilitation Death Pending Made Other Other 
Services Total and and Plans 
Requested Referral Counseling 
N.* C.* N. c. N. c. N. c. N. c. N. c. N. c. N. c. 
Rehabilitation 1 5 l 2 .. 
- -
3 ... .. 
-
.. .. .. ... 
-
Counseling 1 9 .. 2 
-
.. 1 7 .. .. 
- - -
... 
- -
Home care 28 5 7 ·4 5 l l 
-
6 ... 2 .. 5 .. 2 ... 
Financial 
Assistance and 
Employment 4 . 9 3 8 .. 
- -
1 1 
- - -
.. • ... 
-
Placement 6 2 5 1 -:~ 
-
.. 
-
1 
- - -
.. .. .. .. 
Other 
-
10 .. 5 .. 
- -
4 
-
... 
-
1 .. .. 
- -
Totals 40 40 16 23 5 l 2 15 8 0 2 1 5 0 2 0 
*N ... Newton; c. .. Cambridge 
II I 
0\ ,.... 
important that he be put in touch with the right service than that 
he be placed on the home care program because he is unaware of 
better solutions to his needs. The high number of requests for 
home care and the few that receive it is, however, indicative of the 
discrepancy in definition. Where the public seems to define it as 
any care in the home, the project defined it as meaning a need for 
coordination of more than one service in the home. 
A review of the tables shows that the clientele seen in Cambridge 
differed in age, source of referral, kinds of diagnoses, and services 
requested from those in Newton. Camhridge•s clientele on the whole 
tended to be in the younger age category, with no clients over 
seventy-nine years, while Newton had only three clients under forty-
nine. Newton is a more stable community; Cambridge, in part, is 
industrial, and an active and changing community. Diversity is the 
keynote to Cambridge as reflected in its clientele. This, together 
with the fact that, as has been noted before, the emphasis on the 
two programs initially was different. It is difficult to judge 
whether the diversity in Cambridge clientele would still be so had 
the kind and amount of publicity been the same, or if the focus of 
the programs had been the same. The source of referrals and the 
kinds of diagnoses probably would not have changed in Newton, since 
there was initial interest by the physicians in the program there. 
The question of whether the tables might have given a different 
picture of the two projects if the patients at the Cambridge 
Sanitorium had not been included is a valid one. The reason for 
inclusion of these cases is based on the fact that the study deals 
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with the first forty-cases seen at each project. This. would have to 
include the Cambridge Sanitorium patients. Also, the fact that these 
clients were referred points up an important difference in kinds of 
contacts made by the staff of the projects during the initial stages. 
The one area in which the projects are the same is in the 
number of information and referral services given, the largest service 
in both. Info~tion and referral would be expected in Cambridge 
where there was a diversity in requests and where the emphasis was 
not specifically on home care. The fact that this was also import~nt 
in Newton points up the need of the older segment of the population 
to have somewhere to turn for a variety of problems as well as 
those involving home care. 
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CIIAPTER VI 
SUMMARY AND CONCLUSIONS 
The Cambridge Advisory Service and the Newton Home Care Program 
were established with the recognition that problems of aging and 
chronic illness should become a major focus and responsibility of 
Public Health. Despite the fact that prior experience in the home 
care field had been in hospital settings, it was felt that the 
community centered app~Dach was feasible. The two communities chosen 
for this experiment were both large metropolitan cities with 
existing resources to meet many of the needs of its citizens but 
without facilities designed to meet the problems associated with 
the process of aging. Both cities have up to date departments of 
public health headed by forward looking administrators able to 
envisage the role their·departments could play in the expansion 
of services to older citizens. A common source of funds was available 
for the establis~nt of the two programs and similar methods were 
used in the evaluation of the community's need and readiness. 
Both did extensive studying of other home care programs already in 
operation. There was also mutual recognition of the value of 
involving the local medical doctor in the programs at the outset. 
In Newton, the core professional staff consists of three 
persons -- doctor, social worker, and nurse -- who comprise the 
coordinating team. In actuality~ however~ the social worker carries 
major responsibility for the operation of the program; she acts as 
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executive, caseworker, coordinator, and counselor. She is particularly 
well suited for this by:c.virtue of her professional training and 
prior experience, No other member of the coordinating team would 
be as well suited to fill this position. Newton has also made 
good use of the staff doctor. In addition to good administrative 
techniques for the program itself, he has effectively reached a 
large part of the medical profession. The public health nurse has 
been less well utilized. This stems partly from the division of 
nursing care between the Visiting Nurse Association and the Health 
Department with the former having sole responsibility for bedside 
care. Initially, it was thought that the nurse would be a liaison 
person with other nursing agencies. This has not come about and 
contact with nursing agencies has generally been handled by the 
coordinator. It is difficult to evaluate the effectiveness of this 
measure. It is to be assumed that the nurse would be better qualified 
to cantact members of her own profession, but it may also be 
possible that the type of information required by the team does 
not require the skilled interpretation of the nurse. In any case, 
the underlying reason has been the lack of time which the nurse has 
been able to give to the program. The social worker is a full time 
employee. The physician gives administrati~e time to the program. 
The nursing department, however, is understaffed and the supervisor 
has not been free to devote time elsewhere. If this situation is 
eased) possibly she will be utilized more than at present. She is, 
of course, valuable in~resenting a general nursing point of view 
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on administrative matters and this should not be minimized. 
In view of this situation, it would seem valid that the role 
of the nurse in the home care program should be cleared up. If 
she is not to be utilized then she should be dropped from any res-
ponsibility. Although administratively this may not be possible, 
it would seem more sensible to have the head of the Visiting Nurse 
Association as the nursing liaison. This would divorce the program 
from its exclusive health department sponsorship, but the value of 
inter-agency cooperation to the patient might be worth it, and it 
would not rule out the over-all public health viewpoint. 
With regard to programing, Newton has effectively stuck to 
its.original aim and goal of establishing a home care program. 
Although the actual number of cases served on home care is small, 
the newness and experimental nature of the program must be given 
full consideration. If the actual service given can be considered 
as a measure of what the community wants then perhaps it would be 
valid to increase the emphasis on the counseling aspects of the 
program. It would also be useful to clear up the concept of home 
care. A continued attempt should be made to have on hand a list of 
persons available for giving unskilled patient care in the home, 
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which seems to be what the general public views as home care. This 
is different from the agency concept of provision of home care only 
where multiple services, and therefore coordination, are required. 
In spite of good planning and selection of members for the 
advisory committees, little use has been made of them. Their interest 
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in the programs and sense of responsibility for them is at present 
uncultivated. In both cities, these committees are potential 
sources of support and should not be overlooked. In Cambridge, their 
roles need to be spelled out more clearly before they can be used, 
but following this, and in Newton at present, they could be used 
actively in program planning, community relatiGnships, financial 
matters, and improvement of referrals, to name a few areas. This 
does not mean that they should be overworked or that full responsibilit~ 
for the operation and policies of the programs should be placed on 
them, but they should be regularly included. 
A second area for joint consideration is the matter of 
financing. As previously noted, Cambridge has already run into 
financial difficulty because of the b»oader scope of its services 
and the nature of its personnel. Both communities are currently 
exploring new and additional sources of revenue ·- a research 
grant either shared or administered separately is one possibility. 
The areas for research exploration are unlimited in new programs. 
The coordinating team. of the Cambridge Advisory Service 
consisted of a physician-coordinator, rehabilitation counselor, 
nutritionist, and a social worker. These workers did not all begin 
with the program at the same time and, because of the difference 
in time of the appointments of each staff member, the development 
of the program was retarded. Also, the coordinator in Cambridge 
was not familiar with the community and was not a part of the 
pre-planning stage of the program, as had been the case in Newton. 
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For these reasons, the coordination actiVities by the coordinator 
could not be started immediately as she needed time for orientation 
to the community and its resources. The coordinator's time was 
divided between working at the Cambridge Advisory Service as co• 
ordinator, Visiting agencies and having conferences with agency 
representatives. She also took courses at Harvard which were 
related to work at the Cambridge Advisory Service. The s~lection 
of a physician may not have been the best choice in Cambridge. 
The main reason for this selection was to involve physicians in the 
program. This might have been attained by some other method as well 
as by the employment of a physician. The money used for the salary 
of a physician might have been used for maintaining the program 
over a longer period. 
The plan of developing three areas was probably more valid in 
Cambridge as the diversity of requests indicates that there is need 
for different kinds of services. However, because of lack of time 
and confusion as to the roles of the staff members, it might have been 
easier if one area was developed at a time, with future plans for 
development of the other aspects of the program. 
It cannot be stated often enough that because of the confusion 
of roles of each of the staff members and that of the Advisory Committee 
the organizational structure of the Cambridge Advisory Service needs 
overhauling. The program is a needed one, but in order for it to 
function effectively, clarification of duties and responsibilities, 
stre~hening of leadership and a clear statement of policies and 
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procedures are essential. For example, the role and function of the 
Advisory Committee needs re-thinking. Perhaps if the base of the 
Advisory Committee were broadened, it would be more representative 
of the community and ease agency relationships. If this is not 
possible, perhaps changing it from an Advisory Committee to a 
Board of Directors with the formation of other active committees 
with membership representing either specific disciplines, such as 
doctors, or with multi-disciplinary membership, might be possible. 
It would seem that a committee composed of lay citizens, which is 
active, would lend a sense of commUnity participation to the 
activities of the Cambridge Advisory Service. 
BIBLIOGRAPHY 
"A New Report on Organized Home Care Programs". Chronic Illness 
Newsletter. 8:5t 1957. 
Committee on Labor and Public Welfare. A SurveY of Ma,ior Problems 
and Solutions in the Field of the Aged and Aging. Washington: 
u.s. Government Printing Office, 1959. 
Federal Writers• Project of' the Works Progress Aclministration. 
Massachusetts: A Guide to Its maces and People. Boston: 
Houghton 11if'f'lin Company, 1937. 
Freeman. i'(i.:rl;h ,3. , and Holmes, Edward M. Administration of Public 
Health Services. Philadelphia: W.B. Saunders Company, 1960. 
Harting, D. "Public Health Needs and Practices in a Great Plains 
County," American Journal of' Public Health, 49:12, 1959. 
Massachusetts Department of' Commerce. Town and City Monograp!1s, 
Monogranh :f/:57, City of Cambridge., Boston: Revised 1960·. 
Massachusetts ilepartment of' Commerce. Town and City Monographs, 
Monograph #76, City of' Newton. Boston: Revised 1960. 
Ross, 14urray G. Community Organization. New York: Harper Bros., 
1955. 
70 
